Introduction
There was a rich body of literatures discussing mental health stigma among refugee populations over the past at least 40 decades [1] [2] [3] [4] [5] [6] [7] . The conversation has continued in the most recent 10 years [8] [9] [10] . Mental health related stigma consistently presents itself as one of the major barriers to the utilization of mental health services among a variety of western or non-western refugees [8] [9] [10] . In 2010, a national survey was sent out to 49 state refugee health coordinators in the U.S. to examine the practice of screening for war trauma, torture, and mental health symptoms among refugees, as well as to identify the gaps for refugees to access mental health screening and treatment services. Results showed that approximately, 76% of 41 state health coordinators reported that mental health stigma was one of the major barriers to accessing mental health services. Compared to the states who did not provide refugees with mental health screening, states who provided refugees with screening services were more likely to report stigma as a barrier [8] . Two systematic reviews published in 2014 and 2015 suggested that because of social stigma attached to mental illnesses, refugees chose to express their mental health symptoms as somatic symptoms [9, 10] . In Rohlof et al. review , they explicitly pointed out that refugee patients "consciously or unconsciously preferred to present somatic problems rather than psychological problems because of fear of being called insane by their doctors, their family, or others" [10] . Patients showed greater fear of being stigmatized and more likely hid their psychiatric symptoms if he/she came from a country where people understood psychiatry as a care system only for schizophrenics [10] .
Mental health stigma widely exists among different refugee populations [11] [12] [13] [14] [15] [16] [17] . A study was conducted to compare the self-reported mental health status between US-born and Somalia-born Black Americans and White Americans [11] . Somalis were more likely to report embarrassment about seeing a mental health professional than the rest of the respondents in the study. About 24% of Somali respondents felt that it would be very embarrassing to tell their friends that they were seeking 58 Addressing Mental Health Stigmas among Refugees: A Narrative Review from a Socio-Ecological Perspective mental healthcare while there were fewer than 5% of US-born Black respondents expressed the same concern in the study. Overall, Somalis reported the highest levels of mental health stigma [11] . A similar theme emerged among 20 Somali adults in Sweden. Participants believed that mental illnesses led to stigma and risk of social isolation [12] . Somalis with mental illnesses were treated badly by the public, and were taunted by children on the streets [13] . A total of 97 Australians, Iraqis, and Sudanese living in Australia participated in a study exploring the differences in mental health knowledge and beliefs among these three populations. Compared to the Australian participants, the Sudanese indicated significantly more stigmatizing attitudes towards patients with post-traumatic stress disorder while the Iraqis expressed significantly more stigmatizing attitudes towards patients with depression [14] . Likewise, mental health related stigma in Syrian society remained very high, which resulted in Syrians hesitating to receive mental health screening and treatment and suffering in silence [15] . Southeast Asian refugee elders clearly stated that they would not share their mental health issues with anyone outside of their family due to the fear of stigma [16] . Unsurprisingly, peer disapproval of seeking professional mental health services, such as seeing a school counsellor, was also prevalent among refugee adolescents [17, 18] . Refugee adolescents tended to equalize mental illnesses to craziness, retarded, weird, and abnormal, and perceived mental illnesses as a source of shame, which should not be disclosed for help [17] . Mental healthcare professionals further emphasized that mental illness was deeply stigmatized in refugee communities, and people from countries outside of U.S. often held a very different view on mental health. Mental healthcare professional could easily be depreciated and mistrusted [19, 20] . The purpose of this paper is to examine the strategies/programs/interventions that have been adopted to address mental health related stigmas among refugee populations through a narrative systematic review, and identify the directions for future endeavor.
Materials and Methods

Inclusion and Exclusion Criteria
Publications in English (e.g., peer-reviewed journal articles, commentaries, books, book chapters, reports, theses, and dissertations) related to reduction of mental health stigma among any refugee populations in the U.S. and any other countries were included. Anti-stigma approaches could be anything from a simple strategy to a well-designed intervention/prevention study. All included publications are published in 2019 or prior either quantitatively or qualitatively. Information related to immigrants and asylum were excluded from the current review.
Search Strategy
A total of 711 peer-reviewed journal articles, books, book chapters, reports, commentaries, thesis, and dissertation in English were included in the initial search. Several major data databases (e.g., PubMed, MEDLINE, EBSCOhost, PsycINFO, Google Scholar) and three key phrases "stigma + mental health + refugees" were used for this search. Among these 711 publications, 26 peer-reviewed journal articles and one report were chosen for the final data analysis. All of them described or discussed at least either an approach or an intervention/prevention study to preventing mental health stigma among refugees.
Data Extraction and Synthesis
Theme analysis was adopted to analyze the information extracted from the 26 peer-reviewed journal articles and report. Codes and subcategories were generated to capture and categorize the information from these 26 publications related to the ways of minimizing mental health stigma among refugee populations. In the end, subcategories emerged during the analysis were further categorized into five levels of intervention/prevention strategies to addressing refugees' mental health stigma, including intrapersonal, interpersonal, institutional, community, and policy levels within the socio-ecological model.
Results
All 26 publications were published between 1991 and 2018. Qualitative data extracted from these publications were categorized into five levels using the socio-ecological model.
Intrapersonal Level
Both health providers and refugees recognized the needs of increasing refugee individuals' knowledge of mental health and changing their attitudes towards mental disorders in order to fight with mental health stigma [21] [22] [23] [24] . The Mental Health First Aid program was particularly designed to "increase mental health literacy, decrease stigmatizing attitudes, and prepare community members to recognize and assist individuals who are in crisis" [22] . Refugee participants in Donnelly et al. study indicated that there was a need of creating and disseminating culturally competent educational materials for mental health through culturally appropriate channels among refugee populations. Participants believed that increasing refugee communities' awareness of mental disorders would help "reduce social stigma and discrimination towards mental illnesses" [24].
Interpersonal Level
The current literatures suggested that it could Universal Journal of Public Health 8(2): 57-64, 2020 59 potentially decrease the stigmatization among refugee populations and increase their acceptance of and access to mental healthcare through a variety of human interactions between the patients and their family members, partners, colleagues, friends, service providers, as well as their community members [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] . Interventions can be adopted to deliver tailored educational programs and anti-stigma information to people who are close and relevant to refugee patients and can eventually help them overcome the barriers and receive the mental healthcare [25] [26] . Physicians can also educate their refugee patients about mental well-being during their primary care visits so that their patients "may be relieved to know that symptoms of post-traumatic stress disorder and major depression are common and treatable responses to trauma" [27] , and realize that "mental health services are 'professional' like physical doctors and will be likely to supply relief rather than bring shame and stigma" [28] . Health providers could focus more on the resilient aspect of mental health and emphasize individuals' resilient properties, such as "strength, knowledge, and skills" [29] , which can be used to overcome mental illnesses. It has proven to be effective that mental healthcare providers avoid using terms (e.g., mental illness, psychiatric) to describe mental disorders in order to "prevent unnecessary stigmatization [30, 31] . It is critical to build trusting relationships between mental health service providers and refugee patients. It creates a safe environment for refugees to open themselves up in addressing psychological issues during their medical visits [32] . The current literatures also recommend that a mental health service provider do an initial assessment in the home of a client who was not willing to go to a mental health clinic because of the fear of being stigmatized. [33] . As alternative therapies, interventions to develop targeted social support groups, including "coffee mornings, sewing groups, art groups" [35], and women groups were supported by refugees to reduce their fear of mental stigma [36].
Organizational/Institutional Level
Themes emerged from the current literatures demonstrated the effectiveness of reducing the levels of mental health stigmatization among refugees through institutional preparation of a culturally competent mental health workforce and delivery of tailored mental health services [23, 25, 26, 35, [37] [38] [39] [40] [41] [42] [43] . It is crucial for agencies to train their mental healthcare providers to recognize and understand the fear and stigma associated with mental disorders and attached to refugee individuals and their communities [23, 25] . Given the prevalence of mental health issues among refugee adolescents, it would be very helpful for mental healthcare services being integrated into a school system to enhance the confidentiality and normalization of the disease and lower the possibility of patients' being stigmatized [26, [37] [38] [39] . Ellis et al. indicated in their review that "locating services within service systems that are trusted and highly accessed by refugee families and youth, such as schools, is a powerful approach to diminishing the stigma associated with mental health services" [37] . An additional approach is to integrate culturally competent mental health services into local community organizations or community clinics that work closely with refugees [35, [40] [41] [42] [43] . A Kurdish organization in London hired bilingual and bicultural health workers who were trained in transcultural mental health and were able to "build up a trusting relationship with service users and alleviates much of the stress, stigma and alienation associated with accessing the current mainstream health and social care services" [35] . Miller found out that by training English as a Second Language (ESL) teachers about refugees' experience in distress, it provided refugees with a safe platform to share and address their psychological needs in their ESL classroom [40] . Several community mental health clinics in California and Minnesota incorporated culturally appropriate services. They included acupuncture, and hired a Buddhist monk who had formal social work training, in order to reduce psychiatric stigma and enable the mental healthcare access for their refugee clients [41].
Community Level
It has been repeatedly emphasized that community engagement and mobilization is central to the destigmatization of mental disorders among refugee populations [25, 26, 29, 35, 36, [44] [45] [46] . As more community members learn about mental illnesses and their treatment, it increases the chances of normalizing the disease within the community and providing the neighbors, friends, peers, family members, etc. who are suffering from the disease with more social support. For example, Schuchman 
Policy Level
Advocating for a change of social norm towards mental illnesses could also help with the destigmatization [45] . For instance, Schuchman and McDonald indicated in their study that "Somalis often needed advocacy within their family and community in order to reduce stigma and prevent social isolation" [ 45].
Discussion
In the current review, five level strategies were identified to address mental health stigmas among refugees resettled in different countries -(i) delivering culturally appropriate educational interventions to refugee individuals and improving their mental health literacy and changing their attitudes and perceptions towards mental disorders; (ii) relying on human interactions between refugee patients and their families, friends, co-workers, primary healthcare providers, and neighbors who know about mental disorders and hold a positive view on them, to support and encourage refugee patients to seek mental healthcare; (iii) building a culturally competent mental healthcare workforce who understands refugees' fear and stigma of mental illnesses as well as their cultural interpretation of psychological/psychiatric concerns, and can provide refugees with culturally competent services; (iv) utilizing schools and community/ethnic organizations to assure refugee patients an easy and safe access to mental healthcare; (v) mobilizing community assets and collaborating with community partners to increase community's awareness of mental illnesses and psychological/psychiatric treatment and to destigmatize and normalize mental disorders within refugee communities; (vi) advocating for a change of social norm towards mental illnesses . Although there is a significant lack of studies examining the effectiveness of these strategies among refugee populations as indicated by a recent review of anti-stigma interventions in Canada, that most of the participants in these interventions were White, Canadian-born, youth and/or middle-aged women instead of immigrants, people of diverse ethnic backgrounds, and older adults [47] . These strategies have been consistently utilized among general populations in the mainstream of the society .
The effectiveness of anti-stigma interventions among general populations were very well researched employing study designs like randomized controlled trials, quasi-experimental studies, and cohort studies, as well as a variety of psychosocial interventions like Cognitive Behavior Therapy, psychoeducation, cognitive restructuring, narrative enhancement, social skills training . A recent narrative review of systematic reviews and primary research studies summarized the impact of anti-stigma interventions and indicated that population-based anti-stigma interventions led to some consistent short-term positive changes in individuals' attitudes and knowledge [49] . A meta-analysis of 19 educational randomized controlled trials concluded that educational interventions through either online or in-person delivery were effective in reducing personal stigma, i.e. an individual's attitude towards people with a mental disorder [71] . A systematic review and meta-analysis of 20 educational randomized controlled trials concluded that overall, these interventions led to small-to-medium reductions in stigmatizing attitudes [69] . Anti-stigma interventions were also proven to be effective among target population groups, such as employees and college students, in improving their knowledge and attitudes towards mental health patients, and the use of mental healthcare services [61, 67] . Medium and long-term effect (i.e. 4 weeks or more after an intervention was completed) in increasing mental health knowledge and decreasing discriminatory attitudes towards mental illnesses was found among 80 quantitative studies conducted globally [68] .
Contact-based interpersonal anti-stigma education programs have also been heavily discussed especially among the general youth population [55, 57, 60] . As defined by Chen et al., contact-based education involved people with lived experience of mental illnesses in sharing their stories with other individuals and/or their families and delivering positive messages about recovery [55]. Chen et al., developed a school-based and contact-based program model for high-school students with an overarching theme of "engaging contact reduces stigma" and three focus areas of "connection, engagement, and empowerment" [55] . As suggested by an evaluation of 21 contact-based education programs in 5,047 Canadian high school students, these programs were promising for reducing stigma among high-school students [60] . In the meantime, a study was conducted to assess the effectiveness of population-based mass social contact interventions among people with or without mental health concerns in "improving intended stigmatizing behavior, increasing future willingness to disclose a mental health problem, and promoting behaviors associated with anti-stigma campaign engagement" [58] . The study demonstrated the effectiveness of these types of interpersonal approaches as well as suggested the likelihood of constructively facilitating inter-group contact and understanding between people with and without mental health concerns [58] .
Amongst the refugee studies, studies done with the general population also supported the anti-stigma approaches that are beyond individual and group levels and at the institutional/organizational and community levels [50, [52] [53] [54] . For example, an anti-stigma educational intervention was built into the first-year nursing curriculum to decrease first-year nursing undergraduate students' stigmatizing beliefs and attitudes. Through guided clinical practice, discussion focusing on attitudes and beliefs towards mental health patients was carried out with first-year nursing students. The findings from this study suggested a positive implication for institutional curriculum change in mental health content for undergraduate nursing students [53] . At the community level, as part of the 2009-2014 "Time to Change" anti-stigma program, utilizing mass media, social media, and social contact events, a social media campaign was delivered to middle income people aged between mid-twenties and mid-forties. The campaign addressed the target population's mental health knowledge, and their attitudes and behaviors towards people with mental illnesses, and was proven to have a wide-ranging effect on challenging stigma [52] . Moreover, like Knifton et al. study, they also used community-based approaches to address mental health stigma. Community organizations designed and delivered 26 mental health awareness workshops. These workshops acknowledged cultural constructs of mental health, and were very well received by community groups. The study argued that community-based bottom-up anti-stigma interventions were more effective than top-down programs [50] . Best practice or evidence-based practice among general populations may be adaptable and replicable among refugees resettled in their host countries. However, there are cross-cultural differences in stigma [48] . Public stigmatizing attitudes could vary across different categories of mental disorders; could vary across populations/countries with different socio-economic status; and could vary across people with different religions [48] . This further demonstrates the needs of developing interventions and assessment plans to examine the effectiveness of anti-stigma strategies particularly among refugee populations. In order to meet the needs, it is essential to establish partnerships between researchers and refugee communities to identify the best practice in refugees' anti-stigma programming, replicate it, and expand it. The partnerships can also serve as bridges among researchers, policymakers, healthcare providers, community practitioners, and refugees to further enhance the likelihood of evidence-based practice and advocate for anti-stigma mental health policies [48].
Conclusions
There have been multilevel and multifaceted approaches to address mental health related stigmas among both refugee populations and general populations . Although many of these approaches have been proven effective and feasible among general populations, they could not be much effective among refugees [47] . The efficacy, feasibility, effectiveness, and replicability of anti-stigma programs often vary by populations as well as categories of mental illnesses [48] . Given the high prevalence and incidence of mental disorders and the significance of mental health stigmas among refugees [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] , there is an urgency to design and deliver more culturally competent refugee-specific anti-stigma intervention studies, examine their effectiveness, and facilitate more evidence-based practice. 
